Family Structure And Children's Physical And Mental Health
Children in single-mother and grandparent-only families have poorer health than children living with two biological parents.
by Matthew D. Bramlett and Stephen J. Blumberg ABSTRACT: Using the 2003 National Survey of Children's Health, this paper examines the physical and mental health of children by family structure. Children in step, single-mother, or grandparent-only families had poorer health than children living with two biological parents. Adjusting for demographic differences reduced observed disparities, although children living in single-mother or grandparent-only families still had poorer health than children living with two biological parents. Adjusted estimates showed that children in singlefather families generally did as well as (for mental health) or better than (for physical health) children living with two biological parents. [ F a m i ly s t ru c t u r e c an h av e a p r o f o u n d i m pac t on children's experiences and life trajectories. A great deal of research has consistently shown family structure disparities in child outcomes that are related to educational attainment, the likelihood of becoming a single parent, and general well-being. 1 Although the child well-being indicators studied have often included mental health, much less research has focused on the physical health status of U.S. children in various family structures. 2 In this paper we present estimates of both physical and mental health status for children in six different family structures.
n Prevalence of certain family structures. The population prevalence of certain family structures-adoptive step families (in which a nonbiological parent has adopted the child), single-father families, and families with grandparents but no parents-is low. 3 Data on these types of families are correspondingly rare. Much research on family structure disparities focuses instead on stepchildren or children in single-mother families. However, data for 2003 indicate that 5 percent of children lived with a single father and 4 percent lived with neither parent, and the population of children being raised by grandparents has been rising over time. 4 The 2003 National Survey of Children's Health (NSCH), with a large, nationally representative sample, includes a considerable sample of children in these subgroups, and the extensive health data permitted us to examine a broad array of physical and mental health indicators, most of which have not been examined before for these subpopulations.
n The demographic factor. Roughly half of the well-being disparity between children in two-parent families and children in single-parent families is due to the lower income of single mothers. 5 Recognizing that differences in income and other characteristics among children in various family structures could be related to health status, we adjusted estimates to control for socioeconomic and demographic differences. This allowed us to make inferences about the health of children in different family structures, independent of differences in demographics.
Study Data And Methods
We present and compare estimates of the physical and mental health status of children in six mutually exclusive family structures. For the study, we compared children living with two biological parents with each of the following five groups: (1) children living with a biological parent and a stepparent (blended step families); (2) children living with a biological parent and an adoptive parent (blended adoptive families); (3) children living with a biological mother only; (4) children living with a biological father only; and (5) children living with one or more grandparents, but no biological, step, foster, or adoptive parents.
n Data source. The 2003 NSCH is a random-digit-dial household telephone survey designed to produce national and state-level estimates of the health, health care access and use, insurance coverage, and well-being of U.S. children. The NSCH is sponsored by the Health Resources and Services Administration, Maternal and Child Health Bureau, and fielded as part of the State and Local Area Integrated Telephone Survey by the Centers for Disease Control and Prevention, National Center for Health Statistics. One child under age eighteen was randomly selected from each household with children to be the target of the survey; the respondent was an adult in the household who was knowledgeable about the child's health. A total of 102,353 interviews were completed from January 2003 through July 2004, in English or Spanish. 6 n Family structure. NSCH respondents were asked their relationship to the selected child. Mothers (or fathers) were then asked if they were biological, adoptive, step, or foster parents. Respondents were also asked if there were any other adults in the household who acted as parents to the child and, if so, their relationship to the child. This enabled us to identify the presence or absence of biological, step, foster, or adoptive parents or grandparents (as surrogate parents) in the household. We identified six analysis groups (Exhibit 1). We identified an additional family structure: adoptive families-children living with adoptive parent(s) but no biological parents. Approximately 2,300 families met this criterion (1.7 percent). They were not included in this analysis; we examined the health and well-being of these chil-dren separately. 7 n Data analysis. We compared these groups of children on eight socioeconomic and demographic characteristics (Exhibit 1). We present unadjusted (Exhibit 2) NOTES: "Two-parent" is two biological parents. "Blended step" is one biological and one stepparent. "Blended adoptive" is one biological and one adoptive parent. "Single mother" is biological mother only. "Single father" is biological father only. "Grandparent" is at least one grandparent but no biological, step, foster, or adoptive parents. Exhibit does not show adoptive families (N = 2,303, 1.7 percent), which include at least one adoptive parent but no biological parents, or the "other" category (N = 887; 1.1 percent), which includes known family structure types such as same-sex two-parent families, foster families, and other family structure types. "Other" does not include children with missing data for family structure (2.4 percent of the 102,353 children in the entire sample had missing data for family structure and adjusted (Exhibit 3) estimates of sixteen health indicators: nine physical health indicators, six mental health indicators, and one measure of special health care needs (which could be due to a physical or mental health problem). With two exceptions, each indicator was derived from a single question on the survey. 8 Weighted estimates were calculated in SUDAAN to account for the complex sample design. 9 The significance of differences in the unadjusted estimates was evaluated with ttests at the 0.05 level.
The adjusted estimates accounted for socioeconomic and demographic differences and were mean predicted marginals calculated by the PREDMARG option 5 
Study Findings
n Family structure. As expected, the prevalence of children living in blended adoptive families (0.5 percent), father-only families (3.2 percent), or grandparentonly families (0.4 percent) was low (Exhibit 1).
n Demographics. In 2003, children living with both biological parents were more affluent than children in other family structures. They were more heavily concentrated in higher-income households and households where at least one member attended college, and they were more likely to live in the suburbs (in a metropolitan area but not in the central city). They were also younger, on average, than children in other family structures. Differences by family structure were revealed for each characteristic in Exhibit 1; our adjusted estimates controlled for all of these characteristics.
n Blended families. On every health indicator except those identifying allergies, children in blended step families had poorer health than children living with two biological parents (Exhibit 2). Children in blended adoptive families did not differ on physical health status from children living with both biological parents (except on dental health) but showed many of the same disparities in mental health and special health care needs as children in step families. After adjusting for demographics (Exhibit 3), children in step families had poorer mental and dental health and a higher prevalence of headaches and special health care needs than children living with two biological parents. Children in blended adoptive families showed the same disparities for dental health and some of the mental health indicators, but other differences were not significant. 10 n Single-parent families. For most health indicators, children in single-mother families had poorer health status than children living with two biological parents (Exhibit 2); these differences were reduced, but remain significant, after we adjusted for demographics (Exhibit 3). In contrast, children in single-father families fared better on some indicators and worse on others, relative to children living with two biological parents. After demographics were adjusted for (Exhibit 3), the mental health of children in single-father families was comparable to that of children living with both biological parents, and, with the exception of dental health, the physical health of children in single-father families was better.
n Grandparent-only families. For most health indicators, children in grandparent-only families not only differed significantly from children living with two biological parents, but also had the poorest health status of any group of children evaluated here (Exhibit 2). After demographics were adjusted for (Exhibit 3), these differences were reduced somewhat but remained significant and, in some cases, quite pronounced: These children were almost twice as likely as children living with two biological parents to have special health care needs or asthma-related health problems; more than twice as likely to have attention deficit disorder (ADD) or attention deficit hyperactivity disorder (ADHD) or moderate or severe difficulty with emotions, concentration, behavior, or getting along with others; and roughly four times as likely to have behavioral/conduct problems, depression/anxiety, or an emotional/developmental/behavioral problem requiring treatment or counseling (Exhibit 3).
Discussion
Many advocacy groups, governmental officials, and nongovernmental organizations promote marriage as a way to improve the lives of children. 11 Unfortunately, the 2003 NSCH did not collect information on parents' marital status: Two parents could be married or cohabiting, and single-mother families could result from marital disruption or nonmarital childbearing. Although we could not examine the direct effects of marriage or divorce, our results confirm that overall, children are healthier in two-parent biological families and that children in some nonmarital family structures (for example, single-mother and grandparent-only) have poorer health.
n Marriage, divorce, and income. Why are children in two-parent biological families healthier? The cross-sectional nature of the NSCH data precludes the investigation of causality between family structure and child health. A child's poor health might have been a contributing factor to the parents' divorce or to courts' custody decisions. Also, marital dissolution or the current living arrangements might have led to circumstances that diminish children's health. In many cases, a direct consequence of divorce is lower household income, which has been shown to account for some of the observed disparities in well-being between children in two-parent families and children in single-mother families. 12 Our findings demonstrate that socioeconomic and demographic characteristics partially account for similar disparities in child health. Yet children in single-mother families and grandparent-only families still had significantly poorer physical and mental health than children living with both biological parents.
n Family structure and insurance coverage. Family structure disparities in child health might be related to differential likelihood of employer-based health insurance. Data on parental employment and benefits were not available from the NSCH, but health insurance coverage data for children show that children living with two biological parents are more likely than other children to have private health insurance. We did not statistically control for insurance coverage in our adjusted estimates because of its bidirectional relationship with children's health: Children might be in poorer health because they lack health insurance, but caregivers might be more motivated to seek health insurance coverage for children in poorer health. Researchers with longitudinal data are encouraged to examine the moderating role of employment and insurance coverage in the relationship between family structure and child health.
n Blended families. Parents in blended adoptive families might be more likely than parents in blended step families to have healthy marriages. 13 That is, a stepparent's adoption of a nonbiological child could be an indication of close family rela-tionships. If so, we might expect that health disparities observed for children in blended adoptive families would be smaller than for children in blended step families. However, our results do not show this pattern consistently. Although a few adjusted estimates do show significant differences between children living with two biological parents and stepchildren that are not significant for adopted children, the small sample size of the adopted-children group makes this determination less precise. This distinct group deserves further study.
n Single-father families. Children living with single fathers had better health than children living with two biological parents for most adjusted indicators of physical health status and had better physical and mental health than children living with single mothers. Yet it would be premature to conclude that the traditional custody bias that mothers are better able to care for children than fathers is incorrect. This finding could be due to a selection effect: Fathers might be less likely to seek custody of children in poor health, or courts might be reluctant to grant custody to fathers of children in poor health.
14 Alternatively, before granting custody, courts might place a greater burden on fathers than on mothers to demonstrate the ability and willingness to provide a nurturing and supportive environment for the child. Single-father families might also be more likely than single-mother families to form as a result of widowhood rather than divorce. In this case, it would make sense that physical health might be comparable to that of children in two-parent families, while mental health might be poorer because the child's mother has died. Clearly, more research is needed to disentangle these effects. To our knowledge, there is no prior literature that examines the link between single fatherhood and children's physical health.
n Grandparent-only families. Children living with grandparents have poorer health than children living with both biological parents, but this could be related to the circumstances that led these children to be raised by their grandparents instead of their parents (for example, children whose parents died, abused drugs or alcohol, or were incarcerated might experience psychological distress, or there could have been child abuse/neglect in the family of origin). That is, the poorer health of these children might often be a precursor to, rather than a result of, their current living arrangements.
Much of the research on health in grandparent-only families has focused on the health of the grandparent rather than on the health of the child, and that research has demonstrated that grandparents raising grandchildren have poorer health than non-caregiving grandparents. 15 Children in these households are less likely than children in other family structures to have health insurance. 16 Both the poorer health of the caregiver and the lack of health insurance for the children could contribute to the children's poorer health.
n Study limitations. The estimated prevalence of various family structures derived from the NSCH data differs from other national data sources. 17 This difference could result from the manner in which the child's relationship to other household members was determined. Rather than identifying each person's relationship to every other person in the household, the NSCH respondent reported his or her own relationship to the child and then identified any other people who "act as parents." Thus, the assessment of family structure in the NSCH was more subjective than objective, and comparisons with other data sources may be inappropriate.
We have previously noted the limitations resulting from the cross-sectional nature of the survey and from the lack of data on policy-relevant topics (such as marital status and parental employment). We should also note that as a sample survey, the NSCH was subject to nonrandom error, including coverage bias and nonresponse bias. 18 These findings are based on parents' experiences and perceptions. In addition, information provided about health status was not verified with health care professionals.
n Implications for social programs. Our results demonstrate that children in single-mother families and grandparent-only families have poorer physical and mental health than children living with two biological parents, even when socioeconomic and demographic differences are held constant. Such results will be useful to those involved in programs that promote marriage and otherwise strengthen family systems. Yet our findings are inconclusive about the health of children in blended adoptive families relative to those in blended step families, which suggests that there could be limitations in the extent to which strengthening family systems can affect children's health. The mechanisms that result in better physical health for children in single-father families should also be studied further.
Our results highlight the extent of difficulties faced by children raised by grandparents. Because grandparent-only families are rare in the population and are not the typical target for many social-support services, the health problems of grandchildren raised by grandparents can be easily overlooked. But our results confirm that these children are vulnerable. Our results support the conclusions of previous research that suggests that these families in particular might have a strong need for social-support services to help cope with the difficulties associated with raising grandchildren generally and with raising children with special health care needs specifically. 19 
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